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Introduction
Cystic fibrosis (CF) is an autosomal recessive, systemic 
complaint that is primarily considered by chronic 
pulmonary infections, bronchiectasis, exocrine pancreatic 
insufficiency, and elevated concentration of both sodium 
and chloride of the sweat.1 CF happens in 2000-3000 
live births, and the majority now reach adulthood.2 
Respiratory findings are the most common ones for all 
age groups. CF is, therefore, of accumulative significance 
to anesthetists. Anesthetic management must be focused 
on the ideal clearance of sticky respiratory discharges 
and should diminish the risk of postoperative respiratory 
problems.2,3 All processes should be deliberate, but it is 
very significant to organize patients for operation, with 
daily physiotherapy, management of medicines using 
aerosols, and administration of vitamins and steroids if 
indicated. Presently, anesthesia can safely be carried out 
in CF patients experiencing operation, with minimal 
occurrence of postoperative respiratory problems.3 
Case Report
A 24-years-old man referred with a 2-months history 
of weakness in lower limbs. In medical history, the 
patient had CF and was under treatment by steroids 
and salbutamol. The patient was awake, well adapted to 
time and place. After a detailed assessment, a magnetic 
resonance imaging (MRI) scan patient identified to have 
with Arnold Chiari malformation (ACM) (Figure 1). He 
scheduled to the operating room for ACM operation. 
Lab tests and electrocardiography results were normal. 
The results of the respiratory function test indicated 
severe obstructive lung diseases. In the posterior-anterior 
chest radiography, an increase in vascularity has found; 
in the thorax computed tomography (CT), a presence 
in line with chronic atelectasis and central, peripheral 
bronchiectasis were detected (Figure 2).
As soon as he entered the operating room, intravenous 
access (IV) inserted via 16 G cannula. Monitoring has 
made by peripheral oximetry (SPO2), electrocardiogram 
(ECG), and noninvasive blood pressure. The left 
radial artery cannulated for measurement of invasive 
blood pressure after induction. Premedication with 
2 mg midazolam, fentanyl 200 μg, and lidocaine 70 
mg administrated. The patient has oxygenated for 3-5 
minutes. Anesthesia was induced by propofol 100 mg 
IV, and muscle relaxation achieved using atracurium (50 
mg) IV. Endo tracheal intubation performed with a cuffed 
endotracheal tube 8 mm ID, fixation, and placement 
established by end-tidal carbon dioxide (ETCO2). The 
patient’s operation was done in a prone position whiteout 
any related injuries due to positioning.
Anesthesia Maintenance was done with Propofol 
infusion (6 mg/kg/h), O2 (100%), and Atracurium as 
required. During surgery, hydrocortisone (200 mg) 
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postoperative ventilation was needed.4
Patients with CF remain to be at risk for respiratory 
depression, such as pneumothorax, pneumonia, 
atelectasis, and airway obstruction. Intensive care unit 
may be the most suitable setting for close monitoring, 
continued intravenous hydration, airway management, 
and chest physiotherapy, after major operation.6
In this case, we achieved a successful outcome using 
optimal preoperative care with associated ACM.
Conclusion
CF is a complex disease involving multiple organ systems; 
anesthetic supervision of the patient with CF may be 
complicated. 
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